
Today’s Date________________________ 
    
Provider Name_______________________     
 
                                    Patient Information & Consent Form 
 
Personal Information                    
 
Name______________________________ SSN#_______________ Date of Birth_______________________ 
 
Street Address_______________________ City_________________ State / Zipcode____________________ 
 
Home Telephone_____________________ Message #_____________________________________________
  
Race______________________________ Marital Status (circle one):   Single    Married    Divorced    Widowed 
 
Employer Name___________________________ Occupation__________________________   FT / PT______
 
Street Address______________________   City_________________   State / Zipcode_____________________
 
Work Telephone______________________ Message #_____________________________________________ 
 
Known Allergies (food & drug)__________________________________________________________________ 
 
Do you have a latex allergy?____________ Maiden Name___________________________________________ 
 
Primary Insurance 
 
Name of Insurance_________________________________________ Insurance ID#_____________________ 
 
Insured’s Employer_________________________________________ Relationship to Patient_______________
  
Secondary Insurance 
 
Name of Insurance_________________________________________ Insurance ID#_____________________ 
 
Insured’s Employer_________________________________________ Relationship to Patient_______________
  
Husband / Parent Information 
 
Name______________________________ Relationship to Patient____________________________________ 
 
Street Address_______________________ City_________________ State / Zipcode____________________ 
 
Home Telephone_____________________ Date of Birth__________ SSN#____________________________ 
 
Employer___________________________ Occupation_____________________________________________ 
 
Employer Address____________________ Work Telephone_________________________________________ 
 
Emergency Contact 
 
Name______________________________ Relationship to Patient____________________________________ 
 
Daytime Telephone___________________ Alternate Telephone______________________________________ 
 
Primary Care Physician 
 
Name______________________________ Telephone______________________________________________ 
 
Address____________________________ City_________________ State / Zipcode____________________
  
 
------------------------------------------------------------------------------------------------------------------------------------------------------- 
 
I hereby authorize Borgess Women’s Health to contact my Primary Care Physician and/or my insurance company 
to obtain authorization for my care and to release any necessary information to my insurance company.  
 
Signature___________________________ Date___________________ 
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